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Mr.  President  and  Fellows  of  the  Connecticut 
Medical  Society  : There  is  perhaps  no  subject  of  as 
much  interest  to  both  the  physician  and  surgeon  as  that 
of  intestinal  obstruction.  No  subject  has  been  more 
thoroughly  discussed,  and  on  none  has  there  been  such  una- 
nimity of  opinion  among  modern  surgical  writers  as  upon 
the  diagnosis  and  treatment  of  intestinal  obstruction. 
Had  this  teaching  led  surgery  to  another  brilliant  triumph 
over  one  of  her  most  malignant  foes,  there  would  now  be 
no  excuse  for  again  travelling  so  well-worn  a road.  But 
it  is  because  of  her  comparative  failure  that  it  is  timely 
to  again  review  our  knowledge  of  this  subject,  and  to  find 
out,  if  possible,  the  cause  of  her  comparative  defeat  on 
what  appeared  the  eve  of  victory.  Are  the  teachers  of 
surgery  wrong  in  their  views  ? Was  Praxagoras  wrong, 
three  and  a half  centuries  before  Christ,  when  he  advised 

* Read  at  the  Centennial  Meeting  of  the  Connecticut  Medical  So- 
ciety, at  New  Haven,  May  25,  1892. 
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laparotomy  for  “the  Iliac  Passion?”  Was  the  young 
army  surgeon  referred  toby  Bonet  wrong  when,  more  than 
a century  ago,  in  France,  he  pushed  aside  the  attending 
physicians,  after  they  had  exhausted  all  the  resources  of 
their  art,  and  saved  the  patient’s  life  by  performing  the 
first  recorded  laparotomy  for  intussusception  ? Is  the 
operation  per  se  so  dangerous  ? The  gynecologists  have 
answered  this  in  the  negative.  Is  the  skill  of  the  general 
surgeon  at  fault?  This  may  be' answered  by  saying  that 
the  most  eminent  operators  have  met  with  failure  almost 
as  often  as  men  of  less  renown.  We  must  look  elsewhere 
for  the  reason  of  the  comparative  failure  in  this  branch 
of  surgery.  It  is  evident  from  the  personal  experience 
of  us  all,  and  from  a perusal  of  the  journals,  that  the  gen- 
eral practitioner  has  been  too  slow  in  accepting  the  teach- 
ings of  modern  surgery  and  in  coming  to  believe  that,  in 
urgent  cases,  medical  measures  are  of  no  avail,  and  that 
the  timely  operation,  as  Dr.  Jacoby  aptly  puts  it,  is  the 
only  rational  expedient.  It  is  this  reluctance  to  give  up 
the  old  methods  for  the  new  that  has  too  often  made 
laparotomy  undertaken  for  the  relief  of  intestinal  obstruc- 
tion, as  a recent  writer  has  said,  an  “ ante-mortem,” 
rather  than  a “post-mortem,  examination.”  Why  is  it 
that  Tait,  Mann,  Polk,  Lusk,  Cleveland,  Price,  Kelly,  and 
others  in  gynecology,  and  McBurney  in  appendicitis,  are 
able  to  report  long  series  of  cases  with  an  insignificant 
mortality,  while  the  general  surgeon,  with  a class  of  cases 
which,  taken  in  time,  require  no  graver  procedure  for  their 
relief,  still  shows  a disheartening  mortality  ? Possibly  the 
report  of  a few  cases  taken  from  the  journals  of  the  past 
year,  and  some  which  have  come  under  my  own  observa- 
tion, will  shed  some  light  on  this  subject. 

Case  I.  Laparoioi?iy  for  Gall-stones  after  Five  Days' 
Delay. — Dr.  Barrows  reports  the  following  case  : ‘ Mrs. 
P , aged  sixty- eight,  became  ill  with  pain  in  the  ab- 

domen and  vomiting  ; was  treated  vigorously  with  purga- 
tives and  enemata  without  result  for  several  days.  Vom- 
* American  Gynecological  Journal,  vol.  i.,  p.  403,  August  20,  1891. 
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iting  having  become  stercoraceous,  though  temperature  and 
pulse  were  normal,  diagnosis  of  intestinal  obstruction  was 
made,  and  Dr.  Barrows  called  in  consultation.  Although 
no  nourishment  had  been  retained  the  same  treatment  was 
continued,  with  addition  of  the  long  rectal  tube.  On  the 
following  day  the  patient  seemed  slightly  better.  Slight 
dulness  on  percussion,  four  inches  to  the  left  of  umbilicus, 
was  found.  The  next  day,  patient  seeming  worse,  and  not 
having  taken  food  for  five  days,  operation  was  proposed 
and  performed.  Obstruction  was  found  to  be  due  to  a 
gall-stone  three  and  five-eighths  inches  in  circumference. 
Death  followed  six  hours  later.  Says  Dr.  Barrows  : 
“ Had  operation  been  performed  when  I first  saw  the 
case,  the  termination  might  have  been  different.  I feel 
that  procrastination  was  unjustifiable,  and  proved  to  be  a 
fatal  mistake.” 

Case  II.  Volvulus  Treatment — Long  Rectal  Tube — 
Death. — In  a recent  journal  a writer  reports  a case  of 
acute  intestinal  obstruction.  Diagnosis  of  volvulus  made 
early.  He  remarks  : “ Case  lasted  sixteen  days,  and  then 
patient  died  of  exhaustion  after  faithful  trials  of  the  long 
rectal  tube.  The  autopsy  confirmed  my  diagnosis.” 

Case  III.  Volvulus  of  Small  Intestine — Laparotomy 
after  Three  Day!  Delay — Death. — Dr.  Shaffer  reports  a 
case  * of  volvulus  of  the  small  intestine  in  a child,  aged 
two,  in  whom  the  symptoms  of  intestinal  obstruction  were 
marked  for  three  days.  During  this  time  no  nourishment 
was  retained.  Energetic  treatment,  consisting  of  purga- 
tive injections  of  air  and  water,  which  added  to  the  pa- 
tient’s misery  and  produced  no  result.  When  the  child 
was  thoroughly  exhausted  laparotomy  was  performed. 
Obstruction  was  found  and  relieved.  The  patient  died 
in  two  hours.  “ I think,”  says  Dr.  Shaffer,  “ we  waited 
too  long,  trusting  to  other  means.” 

Case  IV.  Volvulus  of  Imver  Ileum — Delay — Laparo- 
tomy, followed  by  Death. — Dr.  Pennington  reports  a case 
of  volvulus  of  lower  part  of  the  ileum. 

1 Medical  News,  January  9,  1892. 
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A young  woman,  who  after  severe  exercise  was  taken 
with  severe  abdominal  pain,  vomiting,  constipation,  tym- 
panites ; energetic  medical  treatment  followed,  which 
having  failed,  and  the  patient’s  condition  growing  rapidly 
worse,  after  much  delay  laparotomy  was  performed,  the 
patient  being  so  weak  that  heart  failure  was  feared  dur- 
ing the  operation.  Death  followed  in  eight  hours. 
“ The  lesson  of  this  case,”  says  Dr.  Pennington,  “is  the 
unwisdom  of  delay  when  urgent  symptoms  exist.  My 
regret  is  that  we  did  not  operate  while  patient  had  the 
strength  to  bear  it,” 

Case  V.  Of  Intestinal  Obstruction  — Died  from  too 
much  Medical  Treatment. — Dr.  C.  H.  Dalton,’  of  St. 
Louis,  in  a paper  read  before  the  American  Medical  As- 
sociation in  1891,  says:  “Surgeons  find  it  difficult  to 
convince  the  average  physician  that  in  a serious  case  of 
intestinal  obstruction  peritonitis  can  exist  with  a normal 
or  subnormal  temperature.”  He  was  called  in  consulta- 
tion in  a case  of  intestinal  obstruction.  He  advised 
operation,  but  the  family  physician  objected  because  the 
patient’s  temperature  was  99^°  F.  He  pointed  in  vain 
to  the  patient’s  anxious  countenance,  to  the  great  ten- 
derness on  pressure,  tympanites,  vomiting,  and  rapid 
pulse,  as  well  as  to  the  fact  that  purgatives  were  of  no 
avail  j but  the  physician  insisted  on  one  more  dose  of 
salts,  and,  adds  Dr.  Dalton,  “ it  was  given.  It  did  not 
move  the  bowels,  but  it  did  move  the  patient  to  that 
place  from  which  no  traveller  returns.” 

Case  VI.  Intussusception — Delay — Laparotomy — 
Death. — In  a case  reported  by  Dr.  B.  F.  Curtis,*  the  pa- 
tient arrived  at  the  hospital  three  days  after  symptoms 
which  pointed  to  some  grave  intestinal  trouble  had  ap- 
peared. The  diagnosis  of  acute  perforating  peritonitis 
or  intussusception  was  made  after  patient  reached  the 
hospital.  Some  symptoms  pointed  to  one  condition, 
some  to  the  other.  On  opening  the  abdomen  an  intus- 

1 Medical  News,  January  23,  1892. 

a Medical  Record,  October  23,  1891. 
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susception  was  found  involving  eight  inches  of  the  ileum, 
four  inches  of  which  was  in  poor  condition  and  was 
placed  in  the  abdominal  opening.  Patient  died  five 
hours  later,  but  bowels  moved  before  death.  Says  Dr. 
Curtis : “ Case  showed  that  adhesions  and  pathological 
changes  might  be  slight  after  intussusception  had  lasted 
several  days.  It  also  illustrates  the  need  of  early  opera- 
tion. Had  operation  been  done  twenty-four  hours  ear- 
lier, patient  would  probably  have  lived.”  He  also  cites 
another  case  which  proved  that  a critical  collapse  might 
occur  so  quickly  that  in  a short  interval  a patient  might 
fall  from  a favorable  to  a hopeless  condition.  “ The  dila- 
tory course  pursued  both  by  surgeon  and  physician,  and 
especially  of  the  latter,  often  proves  fatal  to  the  patient.” 
The  following  two  cases  came  under  my  observation  at 
one  of  the  New  York  hospitals  this  winter. 

Case  VII.  Intestinal  Obstruction  due  to  Strangulation 
by  Diverticulum — Four  Days  later  Laparotomy^  and  Death. 
— A child,  aged  three,  was  taken  sick  November  24th,  with 
the  following  symptoms  : Severe  pain,  vomiting,  high 
temperature,  absolute  constipation,  and  severe  prostra- 
tion. The  attending  physician  was  unable  to  make  a 
diagnosis.  On  the  28th  the  child  reached  the  hospital, 
where  a diagnosis  of  intestinal  obstruction  was  made. 
On  examination  no  tumor  could  be  found;  Tempera- 
ture in  the  rectum  was  103^°  F.,  marked  tympanites. 
Laparotomy  was  performed  at  once.  Intestines  were 
found  to  be  constricted  by  a diverticulum  located  above 
the  appendix,  the  free  end  of  which  (diverticulum)  being 
adherent  to  parietal  peritoneum,  formed  a loop  through 
which  nearly  all  the  small  intestines  passed,  and  had 
become  strangulated.  The  diverticulum  was  ligated 
and  removed.  The  intestines  could  not  be  returned. 
They  were  incised,  and  gas  and  fecal  matter  allowed  to 
escape.  Openings  in  the  intestines  were  then  closed  by 
Lembert  sutures.  All  this  added  immensely  to  the 
length  of  the  operation.  Death  followed  five  hours 
later.  This  case  also  teaches  the  folly  of  delay. 
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Case  VIII. — Patient,  a male,  about  thirty-five  years 
of  age,  was  taken  sick  March  15th,  with  a severe  chill.  On 
the  following  day  localized  pain  in  right  iliac  region, 
high  temperature,  rapid  and  feeble  pulse,  persistent 
vomiting,  slight  diarrhoea.  No  diagnosis  had  been  made 
when  the  patient  reached  the  hospital  on  the  19th.  On 
examination  diagnosis  of  appendicitis  with  perforation 
was  made.  Temperature  was  105°  F.j  pulse  was  140. 
The  vomiting  was  arrested  by  irrigation  of  the  stomach. 
Laparotomy.  On  opening  peritoneum  large  amounts  of 
pus  welled  up.  The  appendix  was  removed,  but  per- 
foration was  not  found.  As  patient  did  not  bear  anaes- 
thetic well,  further  search  could  not  be  made.  The  gen- 
eral cavity  was  irrigated  with  sterilized  water,  and  wound 
was  packed  with  iodoform  gauze.  Hypodermics  of 
strychnia  sulphate  given.  Patient  died  nine  hours  later. 
The  four  days’  delay  was  fatal  to  this  patient. 

Case  IX.  AppendicHis  Complicated  by  Pregnafuy. — In 
a case  of  appendicitis  complicated  by  pregnancy,  re- 
ported by  myself  in  the  Medical  Record  some  time 
since,  the  patient  had  marked  symptoms  of  appendi- 
citis, a diagnosis  of  which  was  made  early.  At  the  re- 
quest of  friends  consultations  were  held  morning  and 
night  for  several  days.  The  diagnosis  was  not  con- 
firmed, because  the  practitioners  were  not  sure  as  to  the 
cause  of  intestinal  obstruction,  therefore  a consent  to 
operation  could  not  be  obtained.  Perforation  and  sep- 
tic peritonitis  soon  followed.  Patient  died  of  exhaustion 
and  sepsis  on  the  fifth  day.  Autopsy  confirmed  the  di- 
agnosis of  perforation,  which  was  caused  by  fecal  concre- 
tion. The  appendix  was  not  adherent  and  could  readily 
have  been  removed.  This  case  again  shows  the  folly  of 
delay,  and  of  the  morning  and  evening  consultations,  re- 
peated daily  for  several  days,  while  the  patient  is  rapidly 
drifting  into  a condition  where  operative  procedure  will 
be  of  no  avail. 

Case  X.  Rupture  of  Ileum — Five  Days'  Delay — Lapa- 
roto77iy — Death. — Late  on  the  evening  of  May  28,  1891,  I 
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was  called  in  consultation  to  see  H.  W , aged  four- 

teen, whose  physician  gave  me  the  following  history  : On 
the  23d  the  boy  received  a kick  in  the  right  lumbar  re- 
gion. The  pain,  though  severe  at  first,  soon  passed  away. 
On  the  evening  of  the  24th  he  was  suddenly  seized  with 
a severe  colicky  pain,  nausea,  and  vomiting.  On  the  25th 
the  family  physician  was  sent  for.  He  gave  large  doses 
of  morphia,  magnesia  sulphate,  enemata,  etc.,  but  the 
constipation  was  absolute.  Finally,  as  he  was  losing 
ground,  five  days  after  the  accident  I was  called,  and  on 
examination  found  no  external  marks  of  violence.  The 
abdomen  was  tympanitic,  and  there  was  tenderness  on 
pressure  at  a point  two  inches  to  the  right  of  umbilicus. 
The  general  abdominal  pain  had  disappeared,  vomiting 
had  ceased,  constipation  was  absolute.  The  tempera- 
ture was  99^°  F. ; pulse,  130 ; respiration,  30.  Diagnosis 
of  intestinal  rupture  and  general  suppurative  peritonitis. 
Although  the  prognosis  was  unfavorable,  I advised  oper- 
ation as  the  patient’s  only  chance.  As  soon  as  practica- 
ble laparotomy  was  performed.  On  opening  abdominal 
cavity  the  diagnosis  was  confirmed.  A large  amount  of 
pus  was  found  in  cavity,  rupture  was  closed  by  Lembert 
sutures.  Abdominal  cavity  was  washed  out,  first  with 
boiled  spring  water,  and  was  followed  by  a weak  solution 
of  hydrogen  dioxide.  Anaesthesia  was  badly  borne. 
Operation  was  prolonged  by  the  great  intestinal  disten- 
tion, necessitating  several  incisions  to  allow  gas  and  fecal 
matter  to  escape  before  they  could  be  returned  to  the 
cavity.  Could  this  operation  have  taken  place  sooner, 
the  result  might  have  been  different. 

Diagnosis. — The  difficulty  is  not  that  the  physician 
cannot  decide  that  there  is  an  acute  obstruction,  but  that 
the  doubt  too  often  arises  in  his  mind  of  his  ability  to 
determine  the  cause  of  it,  which  to  him  seems  of  absolute 
importance,  before  he  is  willing  to  decide  on  a definite 
course  of  action. 

The  text-books  give  so  many  divisions  and  subdivisions 
of  this  subject  that  this  confusion  of  mind  is  not  to  be 
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wondered  at,  but  it  too  often  has  been  the  cause  of  disas- 
ter. If  we  can  show  that  this  refinement  of  diagnosis  is 
unnecessary,  then  many  of  the  difficulties  which  now  be- 
set us  will  have  been  removed,  and  many  valuable  lives 
be  saved.  Perhaps  this  end  can  be  reached  by  adopting 
the  classification  suggested  by  Bryant,^  in  which  cases  are 
grouped  by  similarity  of  symptoms  and  indications  for 
treatment,  instead  of  by  causation.  This  classification  is 
as  follows  : 

I St.  Internal  strangulated  hernia.  This  includes  cases 
of : a,  Congenital  malformations ; b,  intussusception  \ c, 
strangulation  by  bands,  diverticula,  etc. ; d,  volvulus ; 
and  I would  add,  e,  some  cases  of  appendicitis. 

2d.  Cases  in  which  acute  symptoms  are  engrafted  on 
chronic  cases,  such  as  : a,  Cancer  of  rectum  or  colon ; 
b,  syphilitic,  tubercular,  or  simple  ulceration. 

3d.  Cases  that  cannot  be  classified,  the  nature  of  which 
is  obscure.  This  includes  : a,  Fecal  impaction  of  cae- 
cum or  colon ; b,  cases  due  to  localized  peritonitis,  the 
result  of  injury  or  extension  of  inflammation  from  pelvic 
or  other  organs  j cases  where  operation  has  been  pro- 
posed and  declined  by  patient  and  friends,  etc. 

Symptoms  of  Obstruction, — Let  us  consider  the  symp- 
toms on  which  we  must  depend  to  make  a diagnosis  in 
our  first  group.  They  are  pain,  vomiting,  collapse,  con- 
stipation, and  tympanites.  Given  this  group  of  symp- 
toms, we  may  be  sure  that  we  have  to  do  with  a case  of 
external  or  internal  strangulated  hernia.  The  former 
can  be  excluded  from  consideration  by  a careful  exami- 
nation of  the  usual  locations  of  external  hernia. 

Diflferential  Diagnosis. — Although  it  is  one  of  the  ob- 
jects of  this  paper  to  demonstrate  that  the  differential 
diagnosis  between  members  of  the  first  group  is  of  minor 
importance,  it  may  be  remembered  that  the  distinction 
can  frequently  be  made  by  a careful  consideration  of  the 
following  individual  peculiarities,  in  addition  to  those 

1 Lecture  on  Treatment  of  Intestinal  Obstruction,  London  Lancet, 
1891,  vol.  i.,  pp.  128-130. 
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symptoms,  common  to  all,  which  have  been  already  men- 
tioned. Usually  congenital  malformations  can  be  de- 
tected by  examination  in  the  neighborhood  of  the  rectum, 
intussusception,  by  the  age  of  the  patient,  eighty  per 
cent,  of  all  cases  occurring  in  children  under  twelve  years 
of  age ; strangulation  by  bands,  diverticula,  etc.,  by  the 
history,  which  is  usually  that  of  previous  abdominal  in- 
flammation, and  by  the  age,  which  is  that  of  early  adult 
life.  Coe,  in  a recent  number  of  the  American  journal 
of  Obstetrics,  reports  a case  of  this  character,  following 
two  days  after  vaginal  hysterectomy,  volvulus,  again  by 
the  age,  which  is  generally  that  of  advanced  life,  and  by 
the  history,  which  is  that  of  long- continued  constipation. 
Finally,  we  have  to  consider  acute  appendicitis,  which  is 
most  common  in  adult  males.  It  begins  usually  with  a 
chill,  followed  by  rise  of  temperature  ; the  pain  is  at  first 
general,  afterward  becoming  localized  at  or  about  the 
base  of  the  appendix. 

Second  Group  Symptoms. — In  the  second  group  the 
symptoms  of  the  obstruction  already  described  are  also 
present.  The  history  and  previous  rectal  examinations 
will  determine  the  diagnosis. 

Third  Group  Symptoms. — In  the  third  and  last  group 
the  symptoms  of  obstruction  are  present,  but  in  a modi- 
fied degree. 

General  Symptoms  Common  to  all  Varieties. — Having 
considered  the  different  forms  of  the  diseases  under  dis- 
cussion and  their  symptoms,  we  may  glance  briefly  at  a 
few  general  points  which  are  of  interest.  In  all  of  these 
cases  the  temperature  taken  per  os  is  a most  unreliable 
guide,  being  often  normal,  when  at  the  same  time,  taken 
per  vaginam  or  per  rectum,  it  may  be  much  above.  In 
some  cases  the  temperature  per  os  has  been  normal, 
while  per  vaginam  or  per  rectum  it  was  from  103°  to 
105°  F.  The  respirations  are  generally  increased  in  fre- 
quency ; the  pulse  is  rapid  and  weak,  and  out  of  propor- 
tion to  the  temperature  as  taken  per  os.  The  character 
of  the  pain  is  a guide  as  to  the  completeness  of  the  ob- 
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struction,  paroxysmal  pain  indicating  incomplete  occlu- 
sion, continuous  pain,  absolute  obstruction.  Anuria  is 
frequently  present,  and,  according  to  Treves,  is  due  more 
to  the  completeness  of  the  obstruction  than  to  its  seat. 
The  seat  can  be  more  or  less  accurately  determined  as 
follows  : The  acute  symptoms  and  early  stercoraceous 
vomiting  point  to  small  intestine,  and  chronic  symptoms 
to  the  large. 

Fecal  Vomiting  not  a Reliable  Guide. — The  attention 
of  the  profession  has  been  called  to  fecal  vomiting  as  a 
pathognomonic  symptom  of  acute  intestinal  obstruction, 
by  Dr.  McGraw.’  Says  Dr.  McGraw  : “ Fecal  vomiting 
is  the  only  pathognomonic  symptom  of  this  condition 
when  taken  alone,  and  an  indication  that  relief  or  death 
must  soon  follow.”  The  objection  to  depending  on  this 
symptom  is  that  it  is  frequently  absent,  and  in  children 
nearly  always,  and  that  if  we  wait  for  it  to  occur  before 
deciding  as  to  what  had  best  be  done,  relief  will  come 
too  late. 

Differential  Diagnosis  between  Intestinal  Obstruction 
and  Enteritis. — The  diseases  which  it  has  been  consid- 
ered important  to  differentiate  from  those  we  have  been 
discussing  are  enteritis  and  peritonitis.  Enteritis  may  be 
confounded  with  acute  intussusception,  but  it  may  usually 
be  distinguished  by  absence  of  collapse  and  elevation  of 
temperature. 

Peritonitis. — Much  of  the  doubt  and  delay  which  in 
the  past  have  proved  so  fatal  may  be  directly  charged  to 
the  difficulty  which  the  general  practitioner  has  had  in 
trying  to  distinguish  peritonitis  from  acute  obstruction, 
the  one  being  considered  a disease  requiring  purely  medi- 
cal treatment,  and  the  other  demanding  what  'has  been 
regarded  as  a violent  and  dangerous  procedure.  Could 
it  be  proved  that  this  distinction  is  unnecessary,  much  of 
the  difficulty  would  be  removed.  The  opinion  has  be- 
come general  in  Europe,  and  is  rapidly  growing  here, 
that  acute  idiopathic  peritonitis  is  of  very  rare  occur- 
1 Set  article  in  Philadelphia  Medical  News. 


rence.  In  response  to  some  inquiries  I have  made,  I 
have  received  the  following  letters  from  two  well-known 
pathologists : 

Professor  Biggs,  of  the  Bellevue  Hospital  Medical  Col- 
lege, writes  : “In  reply  to  your  question  regarding  the  fre- 
quency of  so-called  idiopathic  peritonitis  in  my  autopsies, 
I would  say  that  in  my  experience  a primary  general  peri- 
tonitis is  exceedingly  rare.  However,  occasionally  one 
does  see  a case  of  suppurative  peritonitis,  in  which  the 
most  careful  search  does  not  show  any  lesion  to  which  it 
is  secondary.  These  cases,  of  course,  are  microbic  in  ori- 
gin, and  I think  are  to  be  considered  analogous  to  similar 
primary  suppurative  inflammations  of  the  pleura,  peri- 
cardium, and  pia  mater.  The  course  of  entrance  of  the 
microbe  organisms,  and  the  cause  of  the  localization  of 
the  germs  in  such  cases,  are  often  questions  involved  in 
great  obscurity.  Primary  infectious  inflammation  of  the 
other  serous  membranes  are  much  more  common  than 
they  are  in  the  peritoneum.” 

Professor  Welch,  of  the  Johns  Hopkins  University, 
writes  : “ I have  just  received  your  letter  asking  for  my 
experience  regarding  the  frequency  of  occurrence  of  so- 
called  idiopathic  peritonitis.  I suppose  that  you  refer 
especially  to  acute  peritonitis ; certain  forms  of  spontane- 
ous chronic  peritonitis  of  a non-tubercular  character  are 
familiar  to  me,  but  I assume  that  your  question  does  not 
refer  to  them.  It  is  not  easy  to  define  sharply  just  what 
shall  be  called  idiopathic  peritonitis.  If  the  term  be 
limited  to  cases  of  acute  peritonitis,  in  which  there  exists 
in  the  peritoneum  or  other  organs  or  parts  of  the  body 
no  disease^which  might  be  assumed  to  stand  in  a direct 
or  indirect  causative  relation  to  the  peritonitis,  then  acute 
idiopathic  peritonitis  is  certainly  a very  rare  affection. 
For  the  establishment  of  this  variety  of  peritonitis,  clini- 
cal observation  alone  is  not  sufficient ; and  even  when  it 
seems  to  be  established  by  a careful  post-mortem  exami- 
nation, there  is  always  a possibility  that  some  small  pri- 
mary lesion  has  been  overlooked.  This  makes  it  difficult 
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to  Utilize  for  statistical  purposes  the  cases  of  so-called 
spontaneous  or  idiopathic  peritonitis  recorded  in  litera- 
ture. Nevertheless,  it  must  be  admitted  that  cases  of 
acute  peritonitis  occur,  in  which  the  most  careful  exam- 
ination dmring  life  and  after  death  fail  to  reveal  any  dis- 
ease outside  of  the  peritoneum  which  can  be  supposed 
to  bear  any  relation  to  the  peritonitis.  I have  the  notes 
of  an  autopsy  of  this  character  on  a young  woman  with 
acute  purulent  peritonitis.  If  the  epithet  idiopathic  be 
applied  to  all  cases  of  acute  peritonitis  in  which  the  peri- 
toneal inflammation  is  the  sole  manifestation  of  an  in- 
fectious process,  then  it  cannot  be  said  that  idiopathic 
peritonitis  is  extremely  infrequent.  Any  pathological 
anatomist  of  experience  must  have  met  with  cases  of  acute 
peritonitis  developing  in  connection  with  cirrhosis  of  the 
liver,  or  with  chronic  Bright’s  disease,  without  any  infec- 
tious lesion  in  the  body  save  the  peritonitis.  Here  we 
may  fairly  assume  that  the  presence  of  ascites,  or  chronic 
thickening  of  the  peritoneal  membrane,  or  perhaps  of 
waxy  degeneration,  acts  as  a predisposing  cause,  permit- 
ting the  growth  of  pyogenic  bacteria  which  would  not 
have  multiplied  in  a healthy  peritoneal  sac.  If  we  ex- 
pand still  further  the  limits,  as  some  writers  have  done, 
and  designate  as  idiopathic  cases  of  peritonitis  occurring 
with  acute  articular  rheumatism,  with  distinct  local  in- 
fections, as  for  instance  tonsillar  abscess  (I  have  seen  such 
a case  of  acute  peritonitis),  then,  of  course,  the  category  of 
cases  is  still  further  increased.  I should  prefer  to  limit 
the  term  idiopathic  peritonitis  to  the  first  class  of  cases. 
It  may  be  said  that  there  is  no  priori  reason  why  an 
acute  spontaneous  peritonitis  of  an  infectious  origin  may 
not  occur  as  well  as  an  acute  spontaneous  osteomyelitis, 
for  example ; but,  as  a matter  of  fact,  the  healthy  peri- 
toneum, instead  of  being,  as  was  once  believed,  one  of  the 
least  resistant,  is  one  of  the  most  resistant  parts  of  the 
body  against  the  lodgement  and  the  multiplication  of 
pyogenic  bacteria,  as  has  been  abundantly  demonstrated 
by  experimental  work.” 
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According  to  the  gentlemen  whose  letters  we  have  read, 
Osier,  Martin  and  Hare,  McBurney,  Lydston,  and  others, 
the  most  common  form  of  peritonitis  is  that  due  to  per- 
foration of  the  appendix  in  men,  or  to  rupture  of  a Fallo- 
pian tube  in  women.  There  is  nothing  in  the  clinical 
history  of  diffused  suppurative  peritonitis,  except  per- 
haps the  pulse,  to  indicate  the  degree  of  infection.  In 
these  cases,  as  in  intestinal  obstruction,  the  pulse  is  out 
of  proportion  to  the  other  symptoms.  When  a rise  of 
temperature  occurs  in  the  course  of  a case  of  obstruc- 
tion, it  indicates  the  existence  of  peritonitis.  Absence  of 
this  symptom  does  not  prove  its  non-existence. 

Case  of  Suppurative  Peritonitis  without  Rise  of  Tem- 
perature.— The  following  case,  reported  by  Dr.  J.  N. 
Study,*  illustrates  this  point : The  case  was  one  of  ap- 
pendicitis in  which  the  patent  died  forty-eight  hours  after 
the  beginning  of  the  attack.  The  autopsy  revealed  gen- 
eral peritonitis,  pus  in  the  abdominal  cavity  due  to  two 
perforations  in  the  appendix,  and  yet  at  no  time  was  the 
temperature  per  os  over  98^°  F.  If  we  accept  the  opin- 
ions quoted  above,  we  may  conclude  that  for  clinical  pur- 
poses we  are  not  warranted  in  wasting  much  time  in  try- 
ing to  decide  whether  a severe  case  is  one  of  peritonitis 
only,  or  of  acute  obstruction  complicated  by  peritonitis. 

Treatment. — If  I have  made  clear  my  own  views  as  to 
the  diagnosis  in  this  class  of  cases,  then  one  of  the  pur- 
poses of  this  paper  has  been  accomplished,  and  the  indi- 
cations for  treatment  for  our  first  group  of  cases  will  at 
once  occur  to  us.  We  have  shown  that  the  symptoms 
are  those  of  external  strangulated  hernia,  minus  the  local 
tumor.  Why  should  the  treatment  not  be  the  same  in  one 
case  as  in  the  others  ? Why  should  we  expect  to  remove 
the  cause  of  internal  strangulated  hernia  by  the  energetic 
use  for  hours  and  days  of  opium,  the  long  rectal  tube, 
enemata,  and  purgatives,  any  more  than  in  the  external 
variety?  No  cases  of  obstruction  due  to  a congenital 
malformation,  strangulation  by  bands,  etc.,  to  a volvulus, 
> Medical  Record,  February,  1892. 
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a perforating  appendicitis,  recover  without  operation,  and 
very  few  of  acute  intussusception,  especially  in  young 
children  (a  large  proportion  of  those  that  at  first  recover 
by  spontaneous  sloughing  dying  later). 

Having  satisfied  ourselves,  then,  that  we  have  a case  of 
internal  strangulated  hernia  with  urgent  symptoms,  what- 
ever its  cause,  we  should  proceed  as  follows  : Pain  should 
be  relieved  with  small  doses  of  morphia  or  phenacetin. 
Purgatives  should  in  all  cases  be  avoided.  The  stomach 
should  be  washed  out  with  a hot  antiseptic  solution,  one 
enema  only  (a  large  one),  under  anaesthesia,  should  be 
given,  the  patient  being  placed  in  the  Sims  position,  from 
a fountain  syringe,  the  bag  not  to  be  raised  over  three  or 
four  feet  in  case  of  children,  and  six  to  eight  feet  in  case 
of  adults.  This,  if  it  fails  to  relieve  obstruction  (intussus- 
ception) or  proves  our  diagnosis  wrong  (fecal  impaction), 
will  prove  of  advantage  in  clearing  out  the  bowels  below 
the  obstruction.  The  following  case  illustrates  this 
point  ; 

Case  of  Intussusception  Relieved  by  Enema  under 
Anaesthesia. — July  9,  1890,  I saw  in  consultation  A. ' 

H , male,  forty-two  years  of  age,  who  gave  history  of 

constipation,  and  after  a day  of  unusual  hard  work  (chop- 
ping and  lifting  logs)  he  was  seized  with  severe  remittent 
pains  and  persistent  vomiting,  which  continued  till  I saw 
him,  three  days  later.  On  rectal  examination  a tumor 
could  be  made  out.  Tenesmus  was  present.  Abdomen 
was  tympanitic.  Constipation  was  absolute.  Diagnosis 
of  intussusception.  The  patient  was  anaesthetized  till  his 
muscles  were  relaxed.  He  was  then  placed  in  the  Sims 
position,  with  his  hips  elevated,  and  a large  enema  slowly 
given  from  a fountain  syringe  and  forcibly  retained  till 
patient  recovered  consciousness,  when  he  complained  of 
a severe  pain.  After  enema  was  passed,  tumor  could  not 
be  felt  through  the  rectum.  In  a few  hours  bowels 
moved  freely,  and  the  attending  physician  reported  his 
recovery  as  uneventful.  In  case  the  enema  produces  no 
result,  it  should  be  followed,  with  the  least  practicable 
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delay,  by  laparotomy.  If  bowels  are  much  distended, 
they  should  be  incised  opposite  mesenteric  attachment, 
and  fecal  matter  and  gas  allowed  to  escape.  This  wound 
should  be  then  closed,  and  abdominal  cavity  irrigated 
with  a normal  salt  (six  per  cent.)  solution,  and  the  ab- 
dominal wound  closed. 

“ Treatment  of  Collapse. — If,  on  being  called  to  a case, 
we  find  the  patient  collapsed,  we  should  delay,  and  with 
small  doses  of  morphia,  stimulants,  and  rest,  try  to  rally 
om:  patient,  till  he  reaches  a condition  to  bear  the  opera- 
tion. 

The  following  case,  reported  by  Dr.  McBurney,^  il- 
lustrates this  point : On  December  5,  1891,  R.  W , 

physician,  aged  fifty-six,  with  previous  history  of  consti- 
pation and  small  tumor  in  right  loin,  was  seized  at  2 
p.M.  with  agonizing  pains.  At  5.30  p.m.  this  was  relieved 
by  morphia.  Temperature,  100°  F.  At  7 p.m.  patient 
complained  of  constant  pain,  which  was  markedly  in- 
creased by  the  slightest  pressme  at  a little  above  the  base 
of  the  appendix.  Temperature  was  io2y®^°  F.  The 
pulse  was  weak,  and  other  well-marked  symptoms  of 
shock  were  present.  Three  hours  later  his  condition  was 
the  same.  Diagnosis  of  perforative  appendicitis  was 
made,  and  during  the  night  patient  was  treated  for  shock. 
The  next  morning  his  condition  had  gradually  improved, 
temperature  being  loi®  F.,  pulse  stronger  and  86,  and 
operation  was  successfully  performed. 

Enterostomy. — If  the  case  is  one  in  which  great  pros- 
tration and  delay  have  been  combined,  then  enterostomy 
and  irrigation  only  are  indicated.  This  can  be  done,  as 
advised  by  Gregg  Smith  and  others,  under  cocaine  an- 
aesthesia or  a minimum  amount  of  ether.  After  the 
operation,  if  the  patient  is  exhausted,  if  the  vomiting  has 
been  controlled,  early  feeding  and  stimulation  by  mouth 
can  be  employed  to  advantage.  Otherwise  this  should 
be  done  by  rectum.  Of  the  treatment  in  the  second 
group,  wherein  an  acute  attack  is  engrafted  on  a chronic 
» Medical  Record,  April  16, 1892. 
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case,  little  need  be  said.  Indication  would  be  for  in- 
guinal or  lumbar  colotomy  as  soon  as  acute  symptoms 
develop.  In  the  third  group  the  symptoms  are  not  as 
urgent,  and  we  may  consider  a little  longer  what  our 
course  should  be.  Medical  measures  here  will  in  some 
cases  relieve  our  patient,  although  in  others  they  will 
only  smooth  his  path  to  the  grave.  In  cases  of  fecal 
impaction,  which  are  the  ones  most  frequently  met  with, 
it  is  wise  first  to  relieve  the  pain  with  morphia  and  atro- 
pia.  This  should  be  followed  by  a large  enema  of  hot 
water.  Many  cases  of  subacute  appendicitis  recover 
temporarily.  Therefore,  when  called  to  see  such  a case, 
the  question  will  often  arise.  Shall  we  operate  or  trust  to 
medical  measures  ? While  no  general  rule  can  be  laid 
down,  and  each  case  must  be  studied  carefully,  and  the 
question  decided  on  its  own  merits,  we  may  say  that  if 
the  symptoms  do  not  show  signs  of  yielding  after  forty- 
eight  hours  of  medical  treatment,  or  if  there  is  a history 
of  constantly  recurring  attacks  of  the  same  nature,  we 
should  operate.  We  can  never  know  when  a mild  case 
may  become  one  of  the  greatest  malignity,  and  the  time 
for  aid  be  passed.  If  it  is  justifiable  to  open  the  abdom- 
inal cavity  for  the  correction  of  a uterine  displacement, 
and  for  other  conditions  that  involve  no  danger  to  life 
and  are  simply  producing  discomfort,  are  we  not  more 
than  justified  in  performing  the  same  operation  to  clear 
up  a diagnosis  in  a doubtful  case  ? In  such  a case,  if  a 
mechanical  cause  exists,  the  danger  to  life  is  great.  The 
autopsy  too  often  shows  that  the  patient  might  have  been 
saved  had  we  had  the  courage,  on  recognizing  that  some 
grave  abdominal  trouble  existed,  to  have  performed  an 
operation  which,  in  proper  hands  and  at  a proper  time, 
involves  little  danger.  Such  an  operation  would  enable 
us  to  ascertain  whether  the  trouble  was  due  to  a remedial 
cause  or  to  that  rare  condition,  acute  idiopathic  peri- 
tonitis, complicated  by  intestinal  paralysis.  Even  in  that 
case,  the  danger  would  probably  be  lessened  rather  than 
increased  by  irrigation.  Says  a recent  writer  : “ We 
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must  constantly  bear  in  mind  both  sides  of  the  shield. 
There  is  danger  in  performing  laparotomy  for  intestinal 
obstruction,  but  there  is  also  danger  in  postponing  it  un- 
til it  must  be  undertaken  as  a last  resort.” 

Septic  Peritonitis. — The  question  now  arises,  does  the 
occurrence  of  septic  peritonitis  in  these  cases  contra- 
indicate operative  interference  ? Lawson  Tait  says  : 
‘‘  Whenever  I find  myself  in  the  presence  of  localized  or 
general  peritonitis,  whatever  may  be  the  cause,  I open 
the  abdomen  and  treat  indications  furnished  by  actual 
inspection.  Peritonitis  in  abdominal  cases  is  in  effect  a 
most  powerful  indication  for  surgical  interference.” 
Treves,  Bantock,  and  Tait  report  successful  cases  of  ab- 
dominal section  for  acute  puerperal  peritonitis.  Lawford 
Knaggs  ■ reports  a case  of  successful  laparotomy  for  the 
relief  of  acute  diffused  peritonitis  following  intestinal 
obstruction. 

Osmolonsky,  of  St.  Petersburg,  reports  thirteen  cases 
operated  on  for  septic  peritonitis  due  to  bursting  of 
intra-abdominah  abscess  or  tumors.  Three  cases  died. 
Mortality  was  twenty-seven  per  cent.  He  says  : “ Col- 
lapse in  these  cases  does  not  contra-indicate  operation, 
as  Eschers,  Wylie,  and  Hall  have  saved  patients  oper- 
ated on  in  this  condition. 

Mikulicz  * reports  seventy- four  cases  operated  on  for 
septic  peritonitis,  and  twenty-eight  recoveries.  Mortal- 
ity, thirty  eight  per  cent.  And  Boully  ® reports  twelve 
desperate  cases  with  six  recoveries,  mortality  fifty  per 
cent. 

Dr.  Robert  Abbe  stated  in  a recent  meeting  of  the 
New  York  Academy  of  Medicine  that  he  had  operated 
on  three  or  four  cases  in  which  recovery  had  taken  place, 
notwithstanding  the  fact  that  general  suppurative  peri- 
tonitis was  present.  He  employed  thorough  drainage  by 
means  of  openings  in  the  loins.  Believing  it  would  be 

1 British  Medical  Journal,  April  19,  1891. 

’Congder:  Deutsch  Gesel.  f.  Chirur.,  Berlin.  Klia  Woch.  .June 
TO,  1889.  * Le  Bulletin  Medical,  October  13,  1889. 
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of  interest  to  get  the  results  of  recent  work  in  this  field, 
I have  communicated  with  a number  of  distinguished 
surgeons,  asking  what  their  results  had  been  after  lapa- 
rotomy for  general  septic  peritonitis,  and  their  practice 
as  to  drainage  and  irrigation,  and  their  replies  are  as  fol- 
lows : 

Dr.  Andrew  McCosh,  surgeon  to  the  Presbyterian 
Hospital,  New  York,  writes  : “ My  results  after  laparot- 
omy for  general  suppurative  peritonitis  have  been  far 
from  brilliant.  One  case  only  has  recovered  out  of  per- 
haps ten  patients  operated  on.  Still  all  the  cases  have 
been  desperate  and  absolutely  hopeless  without  operation. 
The  last  case  you  heard  me  describe  lived  fifteen  days 
and  then  died.  I have  drained  in  about  half  the  cases, 
and  washed  out  every  two  hours  the  peritoneal  cavity. 
The  general  cavity  is  shut  off  in  all ‘cases  in  from  twenty- 
four  to  seventy-two  hours,  so  that  drainage  after  the  sec- 
ond day  accomplishes  nothing.  I have  never  used  hydro- 
gen dioxide  in  the  general  cavity.” 

Dr.  Clement  Cleveland,  surgeon  to  thefWoman’s  Hos- 
pital, New  York,  writes  : “I  have  never  saved  a case  of 
general  suppurative  peritonitis.  Have  had  but  few.” 
Professor  Senn,  of  Chicago,  writes  : “ I have  had 
several  cases  of  general  suppurative  peritonitis  which  re- 
covered after  laparotomy,  flushing,  and  tubular  drainage. 
The  chronic  cases  usually  recover  under  such  treatment.” 
Professor  J.  D.  Bryant,  of  Bellevue  Hospital,  New 
York,  writes : “ In  cases  of  general  suppurative  perito- 
nitis following  intestinal  obstruction,  or  gunshot  wounds 
where  extravasation  of  faeces  has  taken  place,  my  mor- 
tality has  been  one  hundred  per  cent.  I have  operated 
on  one  case  only  of  general  suppurative  peritonitis  due 
to  other  causes,  I washed  him  out  freely  twice  daily 
with  bichloride  solution  one  to  five  thousand.  Patient 
improved  for  a time ; fever  disappeared  ; suppuration 
became  less,  although  it  continued  freely  to  the  end; 
then  died,  three  weeks  later,  of  exliaustion.” 

Professor  Wyeth,  of  the  Mt.  Sinai  Hospital,  writes  : 


19 


“ I do  not  recollect  a single  case  of  recovery  after  opera- 
tion for  well-established  general  suppurative  peritonitis. 
Have  never  drained  or  washed  out  every  hour  or  two. 
In  perforation  of  appendix  have  saved  one  case,^  but 
peritonitis  was  not  yet  general.  One  case  of  rupture  of 
gall  bladder,  with  general  peritonitis  just  beginning.  I 
sewed  the  gall-bladder  to  abdominal  incision  and  drained 
it ; opened  abdomen  in  linea  alba  half-way  between 
navel  and  pubis,  and  drained  by  tube.  Irrigated  general 
cavity  with  hot  Thiersch  solution.  Patient  recovered. 
One  case  of  obstruction  due  to  appendicitis  with  abscess. 
Opened  gut,  made  artificial  anus  above  obstruction. 
Opened  abscess  per  vaginam.  Closed  artificial  anus  two 
weeks  later.  Patient  got  well  and  is  well,  three  years 
afterward.” 

As  the  case  of  appendicitis  referred  to  illustrates  the 
advantage  of  prompt  surgical  aid  in  these  cases,  I will 
briefly  give  its  main  points.  Dr.  Baruch  says  : “ Mrs. 

R.  S was  taken  sick  twenty-four  hours  before  I was 

called,  having  previously  been  treated  for  peritonitis  by 
salts  and  morphia;  the  temperature  was  ioo°  F.  Ten- 
derness (exquisite)  in  right  iliac  region.  Diagnosis  of 
perforating  appendicitis  was  made.  I urged  sending 
for  a surgeon,  but  the  last  train  had  departed.  I in- 
sisted on  a special  train,  and  Dr.  Wyeth  arrived  at 
II  p.M.  Peritoneum  was  opened,  and  digital  examina- 
tion for  adhesions  caused  a gush  of  pus.  Elongated 
inflamed  appendix  was  found  containing  a fecal  con- 
cretion. Appendix  was  perforated.  This  was  removed, 
the  general  cavity  washed  and  drained,  and  the  wound 
packed.  Pulse,  respiration,  and  temperature  fell  within 
an  hour.  Patient  made  a rapid  recovery.” 

Dr.  J.  William  White,  of  Philadelphia,  writes  : “ My 
experience  in  laparotomy  for  general  suppurative  peri- 
tonitis has  been,  as  a general  rule,  very  unsatisfactory. 
In  most  instances  the  cases  I have  operated  upon  have 
been  consecutive  to  rupture  of  the  appendix,  or  to  a 
Medical  Record,  April  30,  1892.  » Ibid. 
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rupture  of  a pyosalpinx,  and  in  the  majority  of  them  I 
have  been  called  in  when  the  patient  had  septic  paresis 
of  the  intestines,  a swollen  and  distended  abdomen,  and 
evidences  of  profound  shock  and  general  sepsis.  I have- 
not  time  to  refer  to  my  notes,  but  I am  under  the  im- 
pression that  no  less  than  ninety  per  cent,  of  such  cases 
have  resulted  fatally.  The  results,  however,  when  peri- 
stalsis is  still  good  and  the  belly  is  flat,  and  shock  is  mod- 
erate or  absent,  have  been  good ; I have  found  that  irri- 
gation at  the  time  of  the  laparotomy,  drainage  by  tube, 
and  syphonage  have  appeared  to  meet  all  the  indications. 
I have  only  rarely  washed  out  the  abdomen  through  the 
tube,  nor  do  I believe  it  to  be  of  much  value,  as  adhe- 
sions form  so  rapidly  that  a general  irrigation  becomes 
impossible  within  a few  hours  after  the  laparotomy  is 
completed.  I have  never  used  the  peroxide  of  hydrogen 
in  the  general  abdominal  cavity  in  this  or  in  any  other 
case.” 

Dr.  Joseph  Price,  of  Philadelphia,  writes  : “ I have 
done  a large  number  of  abdominal  sections  for  general 
• suppurative  peritonitis.  My  results  have  been  very  satis- 
factory. I mean  that  I have  saved  about  fifty  per  cent, 
of  the  cases ; as  they  all  seemed  absolutely  hopeless  with- 
out surgical  interference,  I feel  that  the  percentage  saved 
is  fairly  good.  Some  were  puerperal ; some  followed 
criminal  abortions  ; others  suppurating  cysts  or  dermoids ; 
others  due  to  punctures,  and  a few  to  appendicitis,  leak- 
age or  rupture  of  abscess  about  the  head  of  the  caecum. 
My  surgery  has  been  rapid  and*simple.  A free  incision, 
free  separation  of  all  adherent  viscera ; even  the  delicate 
lymph-adhesions  I free  rapidly  to  the  exposure  of  the 
mesentery  on  both  sides,  followed  by  free  douching  with 
pure  clean  warm  water  ; the  flushing  and  douching  always 
followed  by  drainage,  generally  glass,  sometimes  rubber 
and  gauze.  I have  a few  times  done  the  open  treatment 
with  rubber  and  gauze  drainage.  The  primary  douche 
ends  all  irrigation.  I have  never  used  solutions  of  any 
description.  I practised  the  open  treatment  for  purulent 
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peritonitis  long  before  Hadra  read  his  paper  on  the  sub- 
ject. My  practice  has  been,  in  the  desperate  class  of 
cases  you  are  writing  about,  first  to  attempt  to  save  life, 
later,  if  you  save  the  patient,  do  ideal  surgery.  The  atten- 
dant physician  has  exhausted  all  his  resources  and  says  to 
the  family,  “ I have  done  all  I can  do,”  and  turns  them 
over  at  the  eleventh  hour  to  us.  Surely,  the  patient  is 
dying,  and  we  cannot  do  ideal  surgery  on  a dying  patient, 
so  I feel  it  wise  to  only  irrigate  and  drain.  Finish  your 
work  later,  if  you  save  your  patient.” 

Professor  William  S.  Halsted,  of  the  Johns  Hopkins 
Hospital,  Baltimore,  Md.,  writes:  “We  have  cured  only 
two  cases  of  general  suppurative  peritonitis.  Test-tube 
inoculations  were  made  from  the  abundant  purulent  ex- 
udation which  existed  in  both  cases.  In  one,  the  staphylo- 
coccus pyogenes  aureus,  and  in  the  other  the  bacteria  coli, 
was  found.  Appendicitis  was  the  cause  of  the  peritonitis 
in  both  cases.  Both  patients  died  eventually  with  com- 
plications of  acute  nephritis  in  one  case,  and  pericarditis, 
pleuritis,  and  chronic  Bright’s  in  the  other.  At  the  au- 
topsies test-tube  inoculations  were  made  from  the  peri- 
toneal cavities,  but  the  tubes  remained  sterile.  There  was 
no  exudate  from  the  peritoneal  cavity,  and  except  for  a 
slight  injection  of  the  peritoneum,  there  was  nothing  to 
indicate  that  peritonitis  had  existed  in  either  case.  The 
treatment  in  both  cases  was  a very  thorough  washing  with 
a sterilized  six-tenths  per  cent,  salt  solution.  In  one 
case  the  washing  was  conducted  through  two  incisions. 
It  is,  of  course,  absurd  to  attempt  to  drain  the  peritoneal 
cavity,  for  in  a very  few  minutes  the  intestines  become 
adherent  to  whatever  is  introduced  for  drainage,  and  ad- 
hering to  each  other,  completely  shut  off  the  general  peri- 
toneal cavity.  To  disinfect  the  peritoneal  cavity  is  also 
impossible.  We  have  found  that  irrigation  of  the  peri- 
toneal cavity  of  dogs  with  a solution  of  corrosive  subli- 
mate as  weak  as  i to  i-6o6,oooth  is  fatal.  Irrigation  with 
plain  water  deprives  the  serosa  instantly  of  its  cells,  but 
the  so-called  physiological  salt  solution  is  tolerated  very 
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well.  You  are  familiar,  of  course,  with  the  works  of 
Mikulicz,  Reine,  and  Reichel,  and  one  or  two  others,  who 
claim  that  it  is  better  to  wipe  out  the  peritoneal  cavity 
than  to  wash  it.  I fail  to  see  anything  in  their  experi- 
ments which  justifies  such  a conclusion  in  general  suppura- 
tive peritonitis.  The  wiping  surely  offers  a greater  insult 
to  the  serosa  than  does  the  irrigation  with  the  salt  solu- 
tion. If  the  effusion  is  circumscribed,  I can  readily  be- 
lieve that  it  is  better  to  wipe  it  away  than  to  flood  the 
general  cavity.” 

Dr.  M.  D.  Mann,  of  Buffalo,  writes  : ‘ The  existence 

of  purulent  peritonitis,  however  induced,  is  a clear  indica- 
tion for  abdominal  section,’  says  Gregg  Smith.  This, 
while  generally  admitted  to  be  true,  has  been  rarely  acted 
upon  on  this  side  of  the  water.  Why  should  not  pus 
in  the  abdominal  cavity  be  let  out  as  well  as  in 
the  pleural  cavity?  Nor  does  it  make  any  difference 
what  the  origin  of  the  pus  may  be  ; pus,  if  present,  must 
be  evacuated  before  recovery  can  take  place.” 

I may  add,  in  answer  to  an  inquiry,  that  Dr.  Mann  re- 
ports one  hundred  consecutive  laparotomies  without  a 
death,  and  in  his  last  two  hundred  and  thirty-six  cases  he 
has  only  had  nine  deaths,  four  being  due  to  malignant  dis- 
ease, two  to  hemorrhage,  and  three  to  obstruction  of  the 
bowels. 

Case  of  Septic  Peritonitis  — Operation  — Recovery. 
— The  following  case  is  reported  by  Dr.  Zeba  H. 

Evans  : ^ Mrs.  B , aged  thirty-four,  miscarried  at  three 

months.  Ill  one  week  before  Dr.  Evans  was  called  ; he 
found  patient  suffering  from  puerperal  septicaemia ; tem- 
perature was  subnormal  and  pulse  157.  Respirations  34. 
Marked  tympanites  and  profound  collapse.  He  pro- 
nounced her  in  articulo  mortis,  which  opinion  was 
concurred  in  by  other  physicians  who  were  called  in  con- 
sultation, and  an  unfavorable  prognosis  was  given  ; but,  at 
the  request  of  friends,  it  was  decided  to  operate,  if  the 
patient  could  be  rallied.  Stimulants  and  milk  were  ad- 
> Annals  of  Gynecology,  September  9,  1891,  vol.  iv. , No.  12. 
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ministered  during  the  night  per  rectum,  and  on  the  fol- 
lowing morning,  the  patient  having  rallied,  laparotomy 
was  performed.  One  quart  of  serum  was  evacuated. 
Intestines  were  not  allowed  to  escape.  Free  irrigation 
with  plain  water  till  the  water  escaped  colorless.  Rubber 
drainage  was  employed  and  the  wound  closed.  Milk 
was  given  freely  per  os  during  the  night.  Case  did  well 
till  the  third  day,  when  Dr.  Evans  was  hurriedly  called 
and  found  the  patient  with  a pulse  of  158,  temperature 
105°  F.,  respiration  33,  and  patient  delirious  and  picking 
at  the  bed-clothes.  Wound  was  at  once  opened  and  a 
pint  of  pus  found.  Free  irrigation  with  plain  warm  water. 
Intestinal  adhesions  were  broken  up  with  the  hand.  The 
patient  made  a complete  recovery  in  five  weeks. 

While  the  percentage  of  recoveries  after  operations 
for  general  septic  peritonitis  has  not  been  large,  still  the 
fact  remains  that  in  these  desperate  cases  many  recover- 
ies have  taken  place,  and  if  a case  like  that  given  above 
can  be  saved,  the  chance  is  worth  taking  in  any  case,  for 
the  operation  does  not  add  to  the  patient’s  danger.  If, 
unfortunately,  we  are  not  called  till  this  complication  is 
added  to  the  previous  grave  condition,  the  indications  for 
surgical  aid  are  the  more  imperative. 

Irrigation  of  Abdominal  Cavity. — As  to  the  irrigation 
of  the  abdominal  cavity,  the  practice  inclines  toward  the 
use  of  plain  water  or  so-called  normal  salt  solution,  six- 
tenths  per  cent.  My  own  experience  and  observation 
lead  me  to  believe  that  many  of  the  complications  fol- 
lowing laparotomy  can  be  traced  directly  to  the  use  of 
chemical  solutions  during  the  operation,  either  for  irriga- 
tion, for  disinfecting  the  hands  of  the  operator,  his  in- 
struments, or  sponges.  In  a case  where  the  abscess  is 
circumscribed,  it  is  bad  practice  to  irrigate,  owing  to  the 
danger  of  infecting  the  general  cavity.  In  all  aseptic 
cases  irrigation  should  be  avoided.  When  irrigation  is 
necessary,  while  the  normal  salt  solution  is  best,  still  in 
some  cases,  I believe,  this  may  be  followed  by  a second 
douche  containing  a small  quantity  of  hydrogen  dioxide. 
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I have  used  it  for  several  years  in  all  kinds  of  surgical 
.work,  and  once  in  the  general  abdominal  cavity ; in  a 
case  already  alluded  to  (the  patient  dying  shortly  after 
the  operation,  no  deduction  can  be  drawn  from  it),  and 
where  pus  was  present,  have  found  it  in  proper  solution 
more  efficient  and  less  irritating  than  anything  else.  In 
some  of  the  New  York  hospitals,  it  has  been  used  for 
irrigating  the  pleural  cavity  in  empyema,  and  it  has  proved 
satisfactory.  I have  been  unable  to  find  any  record  of  a 
case  where  this  compound  has  been  used  for  irrigating 
the  general  cavity.  In  the  letters  already  referred  to. 
Dr.  Senn  says  : “ Have  used  the  hydrogen  dioxide  in 
cases  of  limited  peritonitis,  and  should  not  hesitate  to  use 
it  in  the  diffused  form.” 

Dr.  Mann  says  : “ And  I have  never  used  hydrogen  di- 
oxide in  the  general  cavity,  but  have  applied  it  to  the  cut 
ends  of  tubes,  holes  in  intestines  and  bladder,  etc.,  with 
good  results.” 

Dr.  Clement  Cleveland  says  : “ I have  never  used  the 
dioxide  in  the  peritoneal  cavity.  I have  used  it  pure  in 
the  uterine  cavity,  in  puerperal  septicsemia,  with  excellent 
results.” 

Dr.  Robert  T.  Morris  writes : “In  localized  septic 
peritonitis,  where  I have  occasion  to  expose  directly  the 
infected  locality  with  retractors,  I pour  in  the  in 
full  strength  and  without  any  warming  whatever.  After 
allowing  it  to  remain  for  a minute  or  two  I sponge  out 
and  repeat,  leaving  the  second  lot  for  five  minutes,  some- 
times not  removing  it  at  all,  but  putting  my  gauze  wick 
down  into  it  and  allowing  it  to  be  sucked  up  at  leisure 
by  the  drain  age-wick.  I have  used  it  twice  only  in  gen- 
eral septic  peritonitis.  One  of  the  cases  was  an  appen- 
dicitis (perforated),  with  the  patient  moribund  at  the  time 
of  application  of  the  , I poured  in  a very  large 

quantity,  enough  to  bathe  all  of  the  abdominal  organs ; a 
very  little  hot  water  was  poured  into  the  peroxide  just  at 
the  moment  of  using  it,  ‘ to  take  the  chill  off.’  The 
peroxide  was  then  siphoned  out  and  the  patient  was  made 
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very  much  easier  by  the  treatment,  although  he  finally 
died-  The  other  patient  died  too.  The  case  was  one 
of  general  septic  peritonitis  that  had  gone  on  to  suppura- 
tion after  removal  of  a gangrenous  ovarian  cyst.  The 
post-mortem  examination  showed  that  the  had 

cleaned  the  cavity  beautifully,  and,  although  my  patient 
died,  I nevertheless  obtained  the  impression  that  one  has 
after  such  observations,  that  the  was  very  useful, 

and  evidently  quite  harmless  in  itself.  There  are  lots  of 
cheap  peroxides  on  the  market  that  contain  acids,  and 
such  would  be  harmful.” 

Anastomosis  or  Enterectomy. — It  will  often  happen, 
in  the  course  of  an  operation  for  obstruction,  that  we  will 
be  obliged  to  do  an  anastomosis  or  enterectomy.  At  the 
present  time  the  tendency  is  to  do  away  with  the  rings 
and  decalcified  bone-plates,  etc. 

Dr.  Abbe  ’ says : “ Objection  to  plates  in  making 
anastomosis  is  that  the  opening  is  much  too  small  and 
soon  contracts.”  I believe  the  future  utility  of  lateral 
anastomosis  lies  in  making  the  opening  four  inches  in 
length  in  sides  of  adjacent  bowels ; this  is  best  done  by 
simple  suture.” 

Dr.  W.  H.  Carmalt,^  Professor  of  Surgery,  Yale  Uni- 
versity, reports  a case  of  intestinal  obstruction  due  to 
cancer  of  the  caecum,  in  which  he  excised  (eight  inches) 
and  did  an  end  to  end  union  by  simple  suture  (two  rows) . 
First  two  days,  patient’s  temperature  ranged  between  99° 
F.  and  100.2°  F. ; pulse,  100  to  no.  Third  day,  tem- 
perature, 99.6°  F.  ; pulse,  80.  Fourth  day,  temperature 
and  pulse  normal ; bowels  moved.  Sixth  day,  two  stitches 
were  found  in  the  faeces ; on  eighth  day  stitches  in  the 
abdominal  wound  were  removed  and  a drop  or  two  of 
pus  being  found  around  it,  hydrogen  dioxide  was  used 
and  further  trouble  avoided.  Twelfth  day,  another  stitch 
was  found  in  faeces,  making  three  in  all.  Twenty-sixth 
day,  the  patient  was  discharged  cured. 

* Medical  Record,  April,  1892,  article  on  Intestinal  Anastomo- 
sis and  Suturing.  '•»  International  Clinics,  voL  iii. , p.  113. . 
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Dr.  Robert  F.  Weir/  of  the  New  York  Hospital,  re- 
ports a case  of  intestinal  anastomosis  without  rings,  be- 
tween ileum  and  sigmoid  flexure,  for  intestinal  obstruction 
(neoplasm)  in  the  transverse  colon ; patient’s  bowels 
moved  on  fifth  day,  recovery  uneventful. 

I would  like  here  to  call  attention  to  Maunsell’s  method, 
which  is  fully  described  in  the  American  Journal  of 
the  Medical  Sciences  for  March,  1892.  By  this  method, 
circular  enterorrhaphy  can  with  a little  practice  be  easily 
done  in  ten  or  fifteen  minutes.  Since  my  attention  has 
been  called  to  this  method,  I have  had  no  opportunity 
of  doing  it  except  on  the  cadaver,  but  I have  been  much 
impressed  with  the  ease  and  rapidity  with  which  this 
operation  can  be  done. 

Dr.  Hartley,  of  the  New  York  Hospital,  has  kindly 
furnished  me  with  the  notes  of  the  following  unreported 

case,  in  which  this  method  was  used.  “ M.  O , aged 

twenty-eight.  Carcinoma  of  the  sigmoid  flexure  and 
double  invagination  of  sigmoid.  Presentation  of  tumor 
at  anal  orifice.  Intestinal  obstruction  complete  for  one 
week  before  operation.  Laparotomy,  reduction  of  sec- 
ond invagination,  and  resection  of  intestines  four  inches, 
according  to  Maunsell’s  method.  Passage  of  faeces  one 
week  after  operation.  Union  by  first  intention.  Tem- 
perature never  above  100°  F.  Pulse,  98.  Two  months 
have  elapsed  since  operation.  Patient  is  well  and  has 
daily  movements.” 

Conclusion. — And  now,  in  conclusion,  a few  years  ago 
we  had  the  diseases  known  as  typhlitis,  perityphlitis,  para- 
typhlitis, typhilo  enteritis,  and  on  being  called  to  a case  we 
waited  first  to  distinguish  between  the  supposed  different 
diseases,  then  between  these  and  peritonitis,  then  for  the 
abscess  to  assume  large  proportions  and  make  its  way  to 
the  surface,  when  it  was  opened.  This  was  known  as  the 
late  operation. 

Occasionally,  someone  would  propose  what  was 
* Medical  Record,  April  9,  1892,  p.  399. 
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known  as  the  early  operation.  He  was  generally 
pointed  out  as  an  unsafe  man,  an  enthusiast.  At  that 
time  the  results  were  much  the  same,  whether  the  pa- 
tient was  treated  medically  or  surgically.  Death  ended 
most  cases. 

But  having  profited  by  experience,  and  largely  by 
that  of  McBurney,  all  these  so-called  different  diseases 
are  now  grouped  under  the  comprehensive  name  of  ap- 
pendicitis, the  indications  for  treatment  being  the  same 
in  all.  Thus  the  diagnosis  has  been  simplified,  and 
the  time  is  rapidly  coming  when  the  knowledge  that  a 
localized  peritonitis  exists  in  the  region  of  the  appendix, 
will  be  sufficient  to  make  us  feel  it  our  duty  to  perform 
the  timely  operation  which  is  beginning  to  produce  such 
good  results. 

Have  we  not  proved  that  the  responsibility  for  the  fre- 
quent failure  of  surgery  in  intestinal  obstructions  rests 
largely  with  the  general  practitioner,  through  whose  hands 
most  of  these  cases  pass  on  their  way  to  us  ? May  we 
not  do  away  with  much  of  the  doubt  and  fear  which  have 
caused  him  to  hesitate,  by  grouping  those  cases  in  which 
the  symptoms  and  indications  for  treatment  are  the  same 
as  has  been  done  in  cases  of  appendicitis?  When  the 
general  practitioner  recognizes  that  it  is  only  necessary  to 
determine  that  internal  strangulation  exists,  or  that  peri- 
tonitis is  present,  before  calling  in  the  surgeon,  then  in- 
stead of  waiting  hours  and  days,  holding  frequent  consul- 
tations in  the  often  vain  effort  to  differentiate  the  causes 
of  the  obstruction,  and  while  so  doing  using  energetically 
the  long  rectal  tube,  cathartics,  and  repeated  enemata,  it 
may  not  be  too  much  to  hope  that  the  timely  operation 
for  acute  intestinal  obstruction  will  become  the  rule 
rather  than  the  exception. 

And  finally,  we  may  say  in  the  words  McBurney  has 
used  in  another  connection,  that  “ if  we  would  accomplish 
the  most  by  our  discussion  on  this  subject,  then  the  sur- 
geon and  the  physician  must  join  hands,  the  physician 
accepting  the  fact  that  the  surgeon  does  not  always  wish 
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to  operate,  and  the  surgeon  gladly  stepping  aside  when 
he  sees  that  success  can  be  attained  by  his  colleague’s 
gentler  methods.” 
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